Open reduction with bicolumnar internal fixation has been shown to provide more predictable outcomes and earlier joint mobilization. The high density of neurologic, vascular, and ligamentous elements around the distal part of the humerus makes these fractures particularly challenging to treat.
Posterior approaches to the distal humerus are indicated for procedures such as triceps tendon repair and total elbow arthroplasty, as well as osteosynthesis of distal humerus and olecranon fractures.
2 Selecting the most suitable approach depends on several factors, including patient factors, the degree of articular visualization required for anatomic reduction and fixation, fracture characteristics, and any associated injuries. Compared with other posterior approaches, olecranon osteotomy allows the best visualization of the distal humerus articular surface. 5, 6 Olecranon osteotomy provides excellent exposure of the distal humerus, is straightforward, and is associated with limited complications when appropriate reconstruction techniques are used.
The main disadvantages of this approach are related to the osteotomy itself, including nonunion, malunion, and hardware irritation. [7] [8] [9] On the other hand, the paratricipital approach described by Alonso-Llames 10 allows bicolumnar exposure and plating, while maintaining the triceps insertion undisturbed, minimizing the risk of postoperative extensor mechanism insufficiency.
2, 10 Knowledge of the location of the radial nerve with reference to the posterior aspect of the humerus and to the lateral epicondyle, as well as its influence on the potential proximal extent of the operative approach, cannot be overemphasized.
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Surgical Technique
Abstract: This article describes an extensile surgical exposure to the distal humerus that is suitable for complex fractures involving the articular surface and extending into the humeral diaphysis proximal to the radial nerve. This method combines 2 approaches: olecranon osteotomy and the lateral paratricipital approach. This combination allows an appropriate exposure of both the articular surface and the humeral diaphysis up to the level of the deltoid tuberosity, while maintaining the extensor mechanism unharmed. [Orthopedics. 2015; 38(7): 435-438.] n tips & techniques rior and lateral radiographs, as well as preoperative computed tomography scans with 3-dimensional reconstruction, to assist in preoperative planning (Figure 1) .
The patient is placed on the operating table in the prone position, with the injured arm placed on a support allowing at least 90° of elbow flexion. The limb is prepared circumferentially and draped free in the operative field. The authors use a posterior longitudinal skin incision, begun proximal to the olecranon process, centered on the triceps tendon, and taken distally over the olecranon process. The incision is finished distally, 8 cm distal to the tip of the olecranon. The fascia overlying the triceps is identified and split to allow the elevation of fullthickness fasciocutaneous medial and lateral flaps.
The medial and lateral aspects of the triceps are identified, and the ulnar nerve is isolated. The nerve is identified proximally, decompressed at the level of the 2 heads of the flexor carpi ulnaris, and left in its bed, marked with a vessel loop.
Next, a capsulotomy is performed on both sides of the olecranon. An osteotomy is created with an oscillating saw in a chevron configuration, typically with the apex pointed distally. An osteotome is used to complete the procedure so that a portion of the osteotomy site is serrated.
Afterward, a lateral intermuscular plane is developed between the lateral border of the triceps tendon and the intermuscular septum. The dissection is extended proximally to the point where the lateral branchial cutaneous nerve is identified. The dissection along the lateral branchial cutaneous nerve is continued proximally along its course at the lateral aspect of the humerus up to the trifurcation of the radial nerve into the lateral branchial cutaneous nerve, the The authors routinely use the Acumed Elbow Plating System (Acumed USA, Hillsboro, Oregon) in an orthogonal (Figure 3) or parallel orientation, depending on the fracture pattern. Long plates are allowed to be placed under the radial nerve and fixation with proximal and distal screws through the plate is achieved. The olecranon is reattached with two 1.8-mm parallel Kirschner wires and a tension band wire in a figureof-8 configuration beneath the triceps tendon. Thereafter, the medial and lateral heads of the triceps resume their anatomical position. The elbow is then put through a full range of motion to test the stability of the entire fixation.
The elbow usually is immobilized in the perioperative period for less than 10 days to allow for soft tissue healing, at which time a gentle, active rehabilitation program is instituted.
DiScuSSion
The extensile posterior approach described here has several distinct advantages. First, it provides excellent visualization of the articular surface, allowing accurate reduction and stable fixation. Second, the radial nerve is explored and protected at the fracture site. Third, it provides adequate exposure of both columns, allowing bicolumnar plating while monitoring both the ulnar and radial nerves. Fourth, it has the potential to be extended as needed should fracture extension or comminution mandate more proximal fixation. Finally, it avoids dissection through the triceps or forceful retraction on adherent tissues, as the dissection is made through natural tissue planes.
The authors believe that distal intra-articular humeral fractures with long column fragments are optimal fracture patterns for this exposure. Although distal humerus fractures can be properly treated using other posterior approaches (eg, simple chevron osteotomy, Alonso-Llames' or Campbell's triceps splitting approach), 1,2,9,12 the current authors believe that none of these approaches alone can sufficiently visualize both the articular surface and the midshaft extension of the complex fractures described here.
The drawbacks of the extensile posterior approach are the long surgical wound, the extensive soft tissue stripping, and the aforementioned disadvantages of the olecranon osteotomy. Nevertheless, adequate surgical exposure for this type of injury is obligatory.
concluSion
The authors' modified approach to the elbow securely and adequately exposes the elbow joint and the diaphyseal distal humerus for fracture fixation purposes, allowing for safe exploration of the radial nerve. Through this exposure, the entire articular surface is readily accessible. 
